Attempts have been made to assess the degree of mitral obstruction in mitral stenosis by analysing the diastolic part of indirect left atrial pressure tracings (Owen and Wood, 1955) . These pressure tracings have been obtained using a cardiac catheter in the pulmonary artery in the " wedge " position, and available evidence suggests that direct left atrial pressure tracings are comparable to indirect tracings in this measurement (Connolly et al., 1953; Owen and Wood, 1955; Dickens et al., 1957) . Owen and Wood (1955) state that the behaviour of the y descent (or Ry/v*) provides evidence of the presence or absence of obstruction at the mitral orifice, a slow y descent suggesting obstruction, and a sharp y descent absence of obstruction. The present study is an attempt to analyse Ry/v in cases of surgically proven mitral stenosis before and after mitral valvotomy.
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MATERIAL AND METHODS
Left atrial pressure tracings were made at the time of mitral valvotomy with the chest and pericardium open, through a 19 gauge needle on the end of a #8 U.S. saline-filled catheter. The manometers used were of the conductance type and set with zero pressure referred to the sternal angle. D.C. amplifiers and mirror galvanometers were used. Records were made photographically before and after mitral valvotomy, and Ry/v calculated for each case by the method described by Owen and Wood (1955) .
The patients represent a consecutive series of mitral valvotomies performed during the last three years at Hammersmith Hospital under the direction of Mr. W. P. Cleland. The estimation of mitral valve size and the presence or absence of mitral regurgitation were noted by the surgeon at the time of operation in each case. The patients are divided for purposes of discussion into two groups: (i) those without mitral regurgitation, and (ii) those with slight or moderate mitral regurgitation. Fig. 1 A graph of Ry/v and the degree of mitral regurgitation in 43 patients in whom varying degrees of mitral regurgitation were judged to be present is shown in Fig. 4 . There is no correlation between the degree of mitral regurgitation and Ry/v. 42 per cent of the patients with moderate mitral regurgitation have figures for Ry/v of 1 5 or less. Thus Ry/v seems to be of little use in separating the patients with tight mitral stenosis from those with mild stenosis, from those with no stenosis, and from those with various degrees of coexisting mitral regurgitation. (Dickens et al., 1957) , is not analysed. The accurate determination of Ry/v in any single pressure tracing is made difficult by the frequent presence of atrial fibrillation and thus differences in cycle lengths and pressure levels (Fig. 5) . Even the average of ten consecutive complexes does not seem to be wholly adequate in estimating Ry/v. The time (t2-tl) from the top of the v wave to the end of the fall (y) is a function of heart rate ( Fig. 6 and 7) ; and, since it is a fractional number in the numerator of the Ry/v formula, a small change in time (t) related to heart rate could account for a large change in Ry/v without a change in obstruction of the mitral valve.
RESULTS
The above factors were controlled as carefully as possible in this study. However, the use of Ry/v in individual cases at operation does not seem valuable, since it does not differentiate either the degree of mitral stenosis or the presence or absence of a significant degree of mitral regurgitation under these circumstances. This would cast some doubt on the validity of this formula in other circumstances. 
SUMMARY
An analysis of the diastolic part of left atrial pressure tracings (Ry/v) taken at the time of mitral valvotomy, showed a poor correlation with the degree of mitral obstruction and also with the presence or absence of mitral regurgitation. The measurement of Ry/v at operation was of little or no value in assessment of the degree of mitral obstruction or the adequacy of the valvotomy.
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